Depression may occur as a symptom or an illness. As a symptom it may occur in any illness, physical, psychiatric or psychosomatic. As an illness depression is the primary and dominant change. This mood change is relatively fixed and persistent. It may vary in severity from mild despondency to the most intense and incapacitating despair. Associated with the mood change are characteristic changes in thinking, concentration, attitude, outlook, mental content and interest. Behaviour, activity, energy output, fatigability and initiative are also affected. Physiological changes include difficulty in sleeping, loss of appetite and weight, sexual and menstrual functions, and disturbance of sudomotor and musculoskeletal functioning.
Mood Change This is fixed and may last weeks, months or years. It varies greatly in intensity from patient to patient and in the individual at different times. Difficulty in thinking and concentration: The patient describes difficulty in thinking, conversation or in making decisions, even quite simple ones. Concentration is difficult; the depressed person may have difficulty in reading even simple matter or watching television or listening to the radio. Attitude and self-valuation: The patient sees the black side of everything and looks into his past with regrets and blames himself for acts of omission or commission, often unimportant. Mental content: Thoughts are painful. The patient is quite unable to count his blessings. He rakes up past unhappiness and minor items of misbehaviour and magnifies them into sins. Anxiety is a common accompaniment of depression with which it can occur in all degrees of admixture. Beware of diagnosing an anxiety state in these cases. Irritability is very common. The patient is quicktempered and quarrelsome. Self-centredness: Many depressed patients, much as it may be out of keeping with their previous character and much as they dislike it, find it impossible to get away from talking about themselves and their illness. Appearance and behaviour: It must be remembered that some depressed patients can smile or even laugh, which is a pitfall to the unwary doctor, and that many severe depressives have gone beyond crying. The absence of crying does not rule out depression. Posture is dejected, muscular tone is poor. General activity tends to be slower. In some patients with marked agitation a ceaseless activity, such as walking to and fro, wringing hands and moaning, occurs as a feature of unhappy, anguished overactivity. Complexion is pale, eyes are lustreless, and tongue furred and breath offensive in moderate to severe depression.
Physical symptoms and signs: One of the diagnostic pitfalls in depressive illness is that about half of all patients suffering from depressive illness initially report to their doctor typical organic symptoms. Fatigue and easy fatigability are common and sometimes extremely severe, making it difficult for the patient to cope with even simple tasks. Sleep disturbances are almost invariable. Initial difficulty is found when anxiety is prominent, many have interrupted sleep and some characteristically wake up unduly early. Bodily pains affecting any region can occur in depression and may mask the underlying depression, so that the patient may be subjected to unnecessarily prolonged or repeated examinations.
Usually there is loss of appetite and weight loss which may be rapid and severe. Dyspepsia, epigastric symptoms, flatulence, nausea are frequent. A clue to their basis is provided if they show a diurnal variation, being worse in the morning and better later in the day. Constipation is frequent and is a focus for worry and hypochondriacal concern. Urinary frequency and urgency are common. Depression can cause amenorrhaea. Sex desires are usually diminished and may be extinguished during the illness.
Autonomic disturbances occur in wide variety in depressive illness including palpitations, postural dizziness, dyspncea, blurred vision, sweating, dry mouth.
Treatment
Depressive illness has a tendency to run a selflimiting course. Some will clear up spontaneously in a matter of weeks or months, but more usually the illness will continue for eighteen months or longer if untreated.
Drug Treatment
During the past nine years two main classes of drugs have been introduced for depressive illness:
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(1) Tricyclic antidepressants: (thymoleptics), namely, nortriptyline (Allegron, Aventyl), amitriptyline (Laroxyl, Saroten, Tryptizol), desipramine (Pertofran), imipramine (Tofranil), and trimipramine (Surmontil).
Imipramine is the antidepressant of choice in endogenous depression. The starting dose is 25 mg t.d.s. increasing to 50 mg t.d.s. after a week. In elderly patients a smaller dose must be given, 10 mg t.d.s. increasing to 20 mg t.d.s., because of the risk of producing states of confusion or delirium. Desipramine was claimed to be more effective than imipramine but the available evidence does not support this. Amitriptyline is of value in depressive states associated with anxiety or agitation. Nortriptyline is of value in depressive states associated with apathy and lack ofenergy and drive.
The dosage of all tricyclic antidepressants is of the same order as that given for imipramine. Administration for three weeks is generally sufficient; if there is little or no improvement in that time, or at the most in four weeks, the drugs should be discontinued as further improvement is unlikely to occur.
If monoamine oxidase inhibitors (MAOI) are given after one of the tricyclic antidepressants, a period of four to seven days should elapse before introducing them.
(2) Monoamine oxidase inhibitors: The first of these to be introduced was iproniazid (Marsilid). Those most commonly used at the present time are tranylcypromine (Parnate), isocarboxazid (Marplan), phenelzine (Nardil), nialamide (Niamid) and mebanazine (Actomol).
The quickest acting of the MAOI drugs is tranylcypromine which has a direct stimulant action on the central nervous system as well as its more prolonged action in inhibiting the enzyme, monoamine oxidase. It also has a marked tendency to produce side-effects which are referred to below. Isocarboxazid is the safest MAOI drug but usually takes about three weeks to produce its clinical effects. Phenelzine and nialamide have a greater tendency to produce side-effects than isocarboxazid, but probably less so than tranylcypromine.
The full effect of MAOI drugs is usually achieved by the end of three weeks' medication; if no significant improvement has then occurred it is unnecessary and unwise to continue further. Precautions: It has been shown that certain foods and beverages which contain tyramine may cause severe reactions in patients on MAOI drugs. The reaction usually consists of an intense headache starting at the back of the head and then extending to the front, and associated with an elevation in blood pressure which fluctuates in severity. The severity of the symptoms often suggests a subarachnoid hmmorrhage which has in fact occurred in some patients. Foods to avoid are cheese, Marmite, broad bean pods, certain wines like red Chianti and strong beers.
Care has to be exercised with sympathomimetic amines such as amphetamine and ephedrine as sometimes a rise in blood pressure with headaches may result. Drugs like pethidine and other narcotics are potentiated and must be avoided, and it is also important to remember that the MAOI potentiate the effects of sedatives, phenothiazines and alcohol.
If after MAOI therapy it is proposed to try a tricyclic antidepressant an interval of ten to fourteen days must elapse in view of the possibilities of adverse interaction. Some experienced psychiatrists successfully combine antidepressants but this is unwise in general practice.
The MAOI drugs are mainly of value in depressions of mild or moderate severity and more in atypical than the typical endogenous depressions. For severe depressions electroconvulsive therapy remains the treatment of choice.
OBSESSIONAL STATES
Obsessions may occur in many physical and psychiatric disorders. They may constitute the entire illness as obsessional state or obsessivecompulsive state.
Definition
The definition of an obsession is of paramount importance in diagnosis. An obsession is a content of consciousness (i.e. a thought, feeling, impulse to action, &c.) which is accompanied by a subjective feeling of compulsion which the person tries to resist but cannot get rid of despite realizing it to be irrational. The three cardinal features are, therefore, (a) subjective feeling of compulsion, (b) tending to resist, (c) realization that it is irrational, which is of lesser importance diagnostically than (a) and (b).
The essential characteristic of an obsession is the fruitless struggle against a disturbance which is apparently isolated from the rest of mental activity and which the patient realizes involves an act of will which he cannot help making, and although he tries to suppress or abolish the symptom, the effort is always in vain. The patient always realizes, although this is an isolated disturbance, that it is a part of himself.
Obsessional symptoms are distressing and repetitive. Common obsessional symptoms involve thoughts, doubts, compulsive actions, certain phobias and ruminations. Obsessional symptoms may vary in severity from mild to totally incapacitating. It is possible to describe primary obsessions and secondary obsessions, the latter arising from the former, e.g. an obsession of contamination may result in a compulsion to engage in repetitive hand-washing. 46 8 Section ofOccupational Medicine Obsessional thoughts consist of repetitive words or phrases, sometimes of an obscene kind or of a religious or aggressive nature. Obsessional ruminations are often about insoluble problems, e.g. 'why are we living?', 'what is the purpose of life?', 'is there a God?', these questions being continually repeated to the great distress of the patient. Obsessional doubts are exemplified by such actions as turning off the gas tap, posting a letter, switching offthe electric light, or when there is a choice of two alternatives as when walking along a country road and coming to a fork in the road, although it may be unimportant to take the right or the left fork, the obsessional patient may spend a great deal of time deciding first on this one and then on the other and vacillating from one decision to the other. Obsessional phobias have the characteristics of obsessional symptoms, viz. a compulsion with a tendency to resist and inability to get rid of them. Fears of knives, fears of harming people, fears of objects and situations, &c., when fulfilling these criteria, are obsessional phobias. It must be noted that many phobias are not obsessional; they arise by a process oflearning whereby a fear becomes attached to a thing, situation or person.
Motor acts of an obsessional kind are usually referred to as compulsions and are very varied.
Patients with obsessional states have varying degrees of anxiety, tension and distress and may have a secondary depression.
Relationship to ObsessionalPersonality
The obsessional personality is described as being meticulous,conscientious, orderly and punctilious. Obsessional personalities are clean, punctual, paying a great deal of attention to detail and being trustworthy, reliable and tending to take their work home in their minds at night. They are precise, careful, cautious, pedantic and conservative. They dislike change and get very disturbed if their plans have to be altered. They become creatures of habit, rigid, unadaptable people. As employees they are appreciated, the salt of the earth, dependable and will work at their best without supervision. They set themselves very high standards and tend to be anxious.
Obsessional personalities are common in the community and are not necessarily related to obsessional illness. Some of them can develop obsessional states but there are many patients with obsessional states who do not have this type of personality before the illness. Obsessional personalities are of importance in predisposition to the development of anxiety states and various psychosomatic disorders.
Diagnosis
In the diagnosis of obsessional illness, obsessions need to be distinguished from the following which may in some respects give the appearance of obsessions: (1) Habit patterns in children, e.g. avoiding walking on lines on the pavement, which are not accompanied by a tendency to resist. (2) Rituals which are intended to ward off fear. These may be secondary to some obsessions but, here again, the tendency to resist is not present. (3) Over-valued ideas. Here, certain ideas dominate the patient's attention. Frequently the term obsessional is used when pre-occupation is meant, for example, he 'is obsessed with motor cars'. (4) Schizophrenic thought disorders, particularly with autochthonous ideas and thought interpolations, may superficially suggest obsessional symptoms, but they lack a subjective feeling of compulsion and the tendency to resist. Treatment Fortunately a proportion of obsessional states clear up spontaneously. The patient needs support to live with and cope with his symptoms. Tranquillosedatives such as diazepam help associated anxiety and tension. Obsessional symptoms arising as a part of a depressive illness will clear up with successful treatment of the depressive illness. Some are suitable for psychotherapy, but obsessional states are notoriously resistant to psychotherapy although lysergic acid or phencyclidine are found by some to facilitate psychotherapy in resistant cases. Intractable patients who do not respond to the above methods and who have a good previous personality and who suffer severe emotional distress may greatly benefit from a modified prefrontal leucotomy. Dr A A White (Austin Motor Company Limited, Birmingham) Management of Depressive and Obsessional States in Industry Depressive and obsessional states are encountered in industrial medical practice both as pure psychiatric illnesses with no relationship to any employment stress, and in much greater measure as personality characteristics which predispose to or determine the occurrence of a host of health problems associated with the performance of work. These problems range from asymptomatic hypertensive states in hard-working dynamic executives through the whole field of psychosomatic illness to ill-defined depressive states which result in doubtfully valid complaints about work demands and working conditions or lead employees to seek medical reassurance' about symptoms such as loss of interest in their work, impaired powers of concentration or excessive tiredness at the end of the day.
The part which the industrial doctor can play in the management of these illnesses depends on
